Lastly I wish to endorse Mr. Lewin Payne's four points, which he mentioned at the end of his opening address, as I consider they are very important.
Mr. MONTAGU HoPSON.
I did not anticipate that I should be called upon so early in this resumed discussion. Adverting to what Mr. Colyer said at the meeting last week, I think that, although some of us will not accept without some reserve all those points which he postulated as being essential in the treatment of these cases, we must all admit that the results which he has achieved by adopting the methods he advocated, as evidenced by the cases he showed us afterwards, lead to success in his hands. What was novel to me was the way in which he dealt with some of the cases of fracture of mandible in the molar and premolar regions with loss of substance. He removed the upper teeth and allowed the posterior fragment to swing forward. And he said he was prepared to sacrifice some degree of occlusion so as to secure bony union. I admit I am with him when he does that-i.e., when there is but slight mal-occlusion; but surely the degree of mal-occlusion so achieved must be taken into consideration. If that is likely to be great I prefer fibrous union, and it is wonderful how dense this sometimes is. In one case in which I co-operated with my colleague at Guy's Hospital, Mr. Hughes, we had that difficulty. The patient had been under treatment at a certain base hospital, and had been discharged to his depot for duty with an ununited fracture of the mandible in the region of the first molar on the right; the larger fragmnent on the left was badly displaced to the right, overlapping the smaller fragment on its inner side. Of course, the patient could not masticate the food as supplied at the dep6t; indeed, he had not sufficient power to prevent the withdrawal of my finger when placed between his teeth. The treatment adopted was as follows: Caps were struck to cover his upper teeth on the left, and others for his lower teeth on the right, and by means of intermaxillary traction with rubber bands, from the upper on the left to the lower on the right, the larger fragment was brought across into its correct position. There was one feature in which I came to grief, and it should be mentioned. The caps were made of German silver, and I inserted them in the mouth without having had them gilded. The reaction, however, between the oral secretions and the base metals was so active that I was compelled to remove them and substitute others. When the large fragment had been brought into place it was found that there was a gap of about in. between the two fragments. It was a question whether we should sacrifice a certain amount of occlusion, and secure bony union by bringing the two ends together, or be content with fibrous union. We decided to sacrifice a little occlusion. A factor which influenced me in coming to this decision was this, and I think it should always be taken into consideration under such circumstances: the patient needed a lower denture owing to the loss of teeth, and I saw my way to affording him a good masticatory apparatus afterwards by means of a denture. Mr. Hughes wired the fragments by an external operation; three weeks later there was excellent function, and the man returned to duty.
I have had experience of bone-grafting in only one case, that of an officer, who has very kindly come here to-night for your inspection. We saw him first two months after he had been wounded. There was a fracture at the angle on the right side, which had already united in not a very good position, producing a slight open bite. His major jaw injury was on the left side; there he had lost a segment of the mandible containing six teeth 1 2 3 4 5 6. There was a large open granulating wound of, the left cheek and neck, besides other injuries. I made a gold cap splint, covering the teeth in the larger fragment on the right, and the two remaining molars in the smaller fragment on the left. The two series of caps were united by a large Badcock screw, by means of which the fragments were brought into approximate occlusion with the upper teeth. A tendency for the smaller fragment to be pushed backwards and outwards by the thrust of the screw was overcome by intermaxillary traction. When the wounds of the soft parts had completely healed, Sir Alfred Fripp grafted 21 in. of the patient's sixth rib into the gap. Each exposed end of the fragments was notched to receive the pointed ends of the portion of the rib. It was neither wired nor pegged. The graft was made, of course, from the outside, great care being taken not to open into the cavity of the inouth. It is piearly four moonths since the operation, and the radiograms show good bony union. The splint is still in place, and I think it wise to leave it there for some time yet. There was one point in connexion with this case which has some bearing on that so strongly advocated by Mr. Colyer-viz., the removal of the teeth adjoining the line of fracture. Here I had only two teeth in the smaller fragment, the second and third molars, both invaluable for securing a good hold. After my splint had been on for some weeks a portion of the anterior wall of the socket of the second molar exfoliated, exposing the root of the tooth, and it is true that bony union at this distal, end of the graft has been much slower than at the other end, and it is possible that that tooth may ultimately be lost.
In a purely military hospital the efforts of the staff are mainly directed, and no doubt quite rightly so, towards making a man an efficient fighting unit in the shortest possible time. There are many cases, however, in which the injuries are so severe that the victims will never return to the fighting line again. Such have to be evacuated from hospital as soon as possible to inake room for more useful military material; they often receive an early discharge from the Army, and drift to us in civil hospitals and private practice to see what can be done for them. As the President mentioned, some more adequate provision must be made for these men than exists at the present time. I have under my care at the moment a man who has been discharged from the Army. He has lost practically the whole of the body of his mandible. There remains but a small portion on the left side containing his second molar tooth. He cannot chew anything. The whole of his right cheek and the floor of his mouth consist of dense scar tissue. By means of inclined planes I succeeded in releasing the small fragment on the left, so that I can now push it outwards into occlusion with his upper teeth. I then made him an appliance which consisted of a lower plate with a few teeth, engaging planes on the left side, and a single spring on the right attached to an upper plate. I found, however, that when the planes engaged on the left side, the spring exerted so much traction on the scar tissue of the opposite side, that no spring was strong enough to keep the lower plate down. For a month now he has been wearing a vulcanite Gunning splint; this enables me to make a point d'appui of his maxilla, and by adding layer after layer of base-plate gutta-percha to the outer side of the splint I have already succeeded in stretching the cicatricial tissue to a marked extent. It is now proposed to divide the more obstinate of the fibrous bands, and I hope to insert an appliance working with a single spring, suce as I essayed in the earlier stages.
I have one other interesting case, not unlike one Mr. Hern showed us, that of an officer who was injured at the beginning of December. He is under the care of Mr. L. A. Dunn. When he came all he had remaining on the left side was a portion of the ascending ramus and on the right a small fragment containing the third molar tooth. It is the kind of case concerning which Sir Frederic Eve last week uttered a warning. Unfortunately, every fragment of bone had been removed in France, before he was sent to us; no dental surgeon had a chance to see what he could do. When he arrived he had an incision 4 in. long in his neck, and there was a cicatrix rapidly closing in and dragging on the soft tissues. His chin had gone. He was so ill that it was a long time before we could do anything. After a time I made an appliance such as Mr. Hern mentioned. I inserted a skeleton lower plate attached by springs to an upper with a downward and forward thrust, and I have added layer after layer of gutta-percha until I have got it an inch thick, and it is now necessary to make a new plate. We are getting the chin well forward. He can now speak, swallow, and deal with his saliva, none of which he could do before.
It is obvious that these injuries cannot be treated by the surgeon alone, nor by the dental surgeon alone; complete collaboration is needed from the very commencement, and I cannot conclude without expressing my profound regret that the Army Medical Department has.not even yet made adequate provision for their treatment, despite warnings which were given and offers of assistance which were made, at the very commencement of the War.
Mr. STANLEY MUMMERY.
I will confine the few remarks that I have to make entirely to one point in the treatment of jaw injuries. I refer to the methods of dealing with missing portions of the mandible, where a larger or smaller part of the arch has been destroyed, leaving a gap in its continuity.
Fronm the point of view of treatmnent, I think these cases fall naturally into two categories: (1) Those cases where the missing portion does not exceed from 1 in. to I in. in breadth; (2) those cases where it does exceed this amount, and may even involve half or more of the mandible.
In the latter class of cases, when large portions of the bone are missing, it is obvious that artificial restoration is the only course possible in the majority of instances. In favourable cases, where sound bone exists on either side of the gap, bone-grafting promises to give most satisfactory results, and it is to be hoped that when more experience of this operation has been gained, bone-grafting will take the place of artificial restoration in a large majority of cases.
It is, however, in the treatinent of those cases coming under the first category, where the loss of bone does not exceed 3 in., that there is most room for discussion. The only known method of dealing with such injuries, up to a few years ago, was to bring the fractured ends together
